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ABSTRACT: The Affordable Care Act includes several provisions designed to encourage 
greater coordination and integration among health care providers, including the promotion 
of accountable care organizations and health homes. While much discussion has focused 
on how these strategies might be adopted by Medicare and private insurers, little atten-
tion has focused on their application among safety-net health care providers. Such pro-
viders face particular challenges in coordinating care for their low-income and uninsured 
patients, and no single approach is likely to meet their diverse needs. Successful efforts 
will require federal, state, and local financial resources to sustain the safety net and make 
the investments needed to upgrade capabilities. In addition, they will require flexible strat-
egies that can accommodate variations in community and state needs. 
            
OVERVIEW
Recent health policy has sought to improve health care delivery by strengthening 
the coordination and integration of care—to create mechanisms to work across 
providers and settings to ensure that patients receive timely, appropriate care and 
avoid complications.1 The Affordable Care Act includes a number of strategies to 
achieve this, including the promotion of accountable care organizations (ACOs) 
and primary care medical homes. Most of the discussion of these strategies has 
focused on their implementation in Medicare or private insurance markets. This 
brief examines how care coordination and integration might improve health care 
delivery among safety-net health care providers, such as community health cen-
ters and public hospitals that provide care to low-income and other vulnerable 
populations, including Medicaid beneficiaries and the uninsured.
Previous research and experience indicate that greater care coordination 
and integration can lead to higher-quality care as well as more efficient care. For 
example, evaluations of the Medicare Physician Group Practice demonstration—
the precursor to the Medicare ACO model—found that a system of shared savings 
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could encourage medical practices to provide recom-
mended care, often while reducing medical expen-
ditures.2 One of the most successful practices in that 
demonstration, the Marshfield Clinic, in Marshfield, 
Wisconsin, includes a large community health center 
within its system. Colorado’s Denver Health is another 
widely cited example of a successfully integrated 
safety-net system, including a major public hospi-
tal, community health centers, school-based clinics, 
and public health clinics. Community Care of North 
Carolina, a partnership between the state and local pro-
vider networks, including community health centers, 
has achieved savings and improved quality of care by 
coordinating care for patients.3 
The Commonwealth Fund’s 2009 National 
Survey of Federally Qualified Health Centers provides 
broad-based evidence about the effects of specific 
methods to coordinate and integrate services.4 For 
example, the findings suggest that community health 
centers that have hospital affiliations are more success-
ful at obtaining specialty care for their patients. Thirty-
one percent of the centers with hospital affiliations 
reported it was easy to obtain specialty care procedures 
for Medicaid patients, compared with 21 percent of 
the centers without such affiliations. Twenty percent of 
the centers with hospital affiliations said it was easy to 
obtain specialty care for their uninsured patients, while 
just 9 percent of those without affiliations reported 
this. The survey also assessed whether health centers 
functioned as medical homes: were they able to, for 
example, track referrals and laboratory results, use 
patient registries, and report on and improve their per-
formance. In general, health centers that had greater 
medical home capabilities were more successful at 
coordinating care; they had fewer problems obtaining 
specialty care for their patients and were more likely to 
receive notifications about care their patients received 
in hospitals. Still, securing access to specialty care and 
care coordination remained significant challenges for 
most community health centers. 
OPPORTUNITIES TO PROMOTE 
COORDINATION AND INTEGRATION UNDER 
THE AFFORDABLE CARE ACT
The Affordable Care Act includes a number of provi-
sions designed to promote coordination and integration 
of services:
•	 Medicare	ACOs. Under Section 3022 of the 
legislation, ACOs are defined as fee-for-service 
networks of physicians and other providers who 
are responsible for the cost and quality of care for 
their assigned Medicare patients. ACOs whose 
collective Medicare expenditures are less than risk-
adjusted benchmarks would qualify for a share of 
the savings. The expectation is that the combina-
tion of quality standards and financial incentives 
will prompt better-coordinated care, leading to 
quality improvements as well as cost savings. 
The proposed ACO regulations issued in April 
2011 by the Centers for Medicare and Medicaid 
Services (CMS) have elicited considerable 
debate and suggestions for changes from many 
parts of the health sector, including safety-
net organizations.5 The National Association 
of Public Hospitals and Health Systems, 
for example, expressed concern that safety-
net hospitals may be unable to form ACOs 
because the initial investments required to 
meet implementation standards may be too 
high, encouraging CMS to develop an ACO 
demonstration project for safety-net providers.6 
The National Association of Community 
Health Centers took issue with the fact that 
federally qualified health centers (FQHCs) are 
barred from forming ACOs or being counted 
as primary care providers under the proposed 
regulations.7 According to CMS, FQHCs lack 
robust or detailed claims and payment systems 
that would attribute specific FQHC physicians 
or a set of services to a patient, making it 
nearly impossible to assign an FQHC patient 
to an ACO or back to the FQHC provider 
for purposes of receiving a share of the cost 
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savings. Although the	proposed	regulations	
include incentives for ACOs to include FQHCs, 
centers might not receive shared savings if they 
are not counted as primary care providers.8 
Others have expressed concerns that ACO 
policies may discourage participation by safety-
net providers and strengthen more affluent 
providers, thus having the unintended effect of 
exacerbating disparities in health care.9
CMS is in fact developing alternative ACO 
demonstration projects. The Pioneer ACO 
demonstration project would permit greater 
flexibility for organizations that are willing 
to advance to ACO status on an accelerated 
basis; this would permit FQHCs to be counted 
as primary care providers.10 The Center 
for Medicare and Medicaid Innovation has 
indicated that it is considering a safety-net ACO 
demonstration project. 
•	 Medicaid	health	homes.	Section 2703 of the 
Affordable Care Act includes a state option to 
establish “health homes” for those with chronic 
health problems under Medicaid. States that do 
so may receive up to 90 percent federal matching 
funds for the coordination services for up to two 
years. CMS guidance specifies that these projects 
should include the following services:11
  comprehensive care management; 
  care coordination and health promotion; 
  comprehensive transitional care from inpa-
tient to other settings, including appropriate 
follow-up; 
  individual and family support; 
  referral to community and social support ser-
vices, when needed; 
  use of health information technology to link 
services, as feasible and appropriate; and
  consultation with the Substance Abuse and 
Mental Health Services Administration regard-
ing behavioral and substance use services.
While medical home initiatives are generally 
focused on primary care providers, they require 
active coordination of care with specialists and 
hospital providers, as well as with behavioral 
and substance abuse services. The statute 
explicitly permits community health centers, 
rural health clinics, and other primary care 
providers to be considered as health home 
providers, along with physicians and physician 
practices, and the CMS guidance notes that 
hospital clinics may also qualify. 
As of mid-2011, 39 states had already initiated 
Medicaid medical home projects, and the health 
home projects will likely build on these earlier 
efforts.12 CMS has also initiated two medical 
home demonstration projects: one is for FQHCs 
participating in Medicare and the other is a 
Multi-Payer Advanced Primary Care Practice 
demonstration, including Medicare, Medicaid, 
and private insurance plans in eight states.13
•	 Bundled	payments.	Under Section 2704 of the 
Affordable Care Act, up to eight states may estab-
lish Medicaid demonstration projects related to 
bundled payments for integrated care surrounding 
a hospitalization. Such payments would include 
both hospital services and concurrent physician 
services for an episode of care. 
•	 Global	payments.	Under Section 2705 of the 
health reform law, up to five states may set up 
Medicaid demonstration projects under which 
safety-net hospital systems or networks could be 
paid under a global capitated payment, which pre-
sumably would include both hospital and ambula-
tory care services. 
•	 Pediatric	ACO	project. Under Section 2706, a 
state may establish a pediatric ACO demonstra-
tion project for Medicaid or the Children’s Health 
Insurance Program. The requirements for this kind 
of ACO are different from those for the broader 
Medicare ACOs.
•	 Basic	health	option. Section 1331 enables states 
to create basic health programs that could serve 
as alternatives to the health insurance exchanges 
for people whose income is too high for Medicaid 
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(133 percent of the federal poverty level, or 
$29,726 for a family of four in 2011), but below 
200 percent of poverty.14 These programs would 
provide benefits comparable to commercial insur-
ance plans but with lower cost-sharing and would 
include features such as case management or 
incentives for appropriate use of care.
•	 Community-based	collaborative	care	network	
project.	Section 10333 authorizes grants to cre-
ate network programs that include Medicaid 
Disproportionate Share Hospital (DSH) payment 
hospitals and FQHCs to integrate care for low-
income patients. However, this project is subject to 
appropriations and may not be funded. 
•	 Innovation	Center. Section 3021 created the 
Center for Medicare and Medicaid Innovation 
in CMS. The Innovation Center is charged with 
testing, evaluating, and helping to disseminate 
innovative approaches to health care delivery and 
payment reform. The Affordable Care Act pro-
vides $10 billion in mandatory funding for the 
Innovation Center to help study new payment and 
delivery systems from 2011 to 2020.
As noted above, some safety-net providers have 
expressed serious concerns about the Medicare 
ACO program, as proposed in April 2011. If 
the final rules are comparable to the proposed 
regulations, it is reasonable to speculate that 
relatively few safety-net providers will form 
ACOs in the near future. In contrast, medical/
health home models can be readily applied to 
safety-net providers, including health centers, 
public clinics, and hospital-based primary care 
clinics. In fact, many safety-net providers are 
already working to create medical homes for 
their patients. 
Health information technology initiatives 
authorized under the American Recovery 
and Reinvestment Act of 2009, including the 
Medicaid and Medicare electronic health record 
payment incentives, may also promote care 
coordination and integration by encouraging 
information exchange across providers. 
CARE COORDINATION AND INTEGRATION: 
ISSUES FOR SAFETY-NET PROVIDERS
Medicaid is the dominant source of coverage for com-
munity health center and public hospital patients, 
and large proportions of such patients are uninsured 
(Exhibit 1).15 This has a number of implications regard-
ing care coordination and integration:
•	 Fragmentation	of	care	can	be	worsened	by	
access	barriers.	Analyses of care coordination in 
Medicare or private insurance generally assume 
that patients have access to primary, specialty, and 
inpatient care, but that such care may not be well 
coordinated across these levels. However, both 
Medicaid and uninsured patients may have severe 
problems accessing care. 
Primary care clinicians often have difficulty 
securing referrals to specialists who will care 
for their Medicaid or uninsured patients. 
Similarly, it may be hard to arrange timely 
follow-up care after such patients are discharged 
from an emergency department visit or inpatient 
stay at a safety-net hospital. Even if providers 
are willing to serve Medicaid and uninsured 
patients, appointments may be delayed because 
of backlogs at safety-net facilities. 
Access to care is the crucial foundation for 
care coordination. Patients who have difficulty 
accessing care are less likely to obtain timely 
services and more likely to receive poorly 
coordinated care. Delays in receiving Medicaid 
coverage, or churning on and off of such 
coverage, can impair continuity of care.16 
Moreover, many safety-net patients face 
challenges such as homelessness, mental illness, 
language barriers, or transportation problems 
that can compound access barriers and make 
care coordination even more difficult.
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Thus, to encourage care coordination among 
safety-net providers, it is first important to 
increase enrollment and retention of patients in 
Medicaid and the Children’s Health Insurance 
Program (and, in the future, the health insurance 
exchanges). In addition, safety-net providers 
must develop relationships with other providers 
who deliver care to their patients. 
Starting in 2014, the health insurance 
expansions of the Affordable Care Act should 
greatly reduce the number of uninsured, but 
millions will remain so. Many of the newly 
insured may still encounter problems accessing 
care, either because of a shortage of Medicaid 
providers or the cost-sharing burdens in private 
insurance. Moreover, the remaining uninsured 
patients may become even more concentrated 
in safety-net facilities. Even though the number 
of uninsured people in Massachusetts fell after 
the state’s health reform, a larger share of the 
remaining uninsured received care at health 
centers after reform. Health centers served 22 
percent of uninsured residents in 2006, but 38 
percent of the remaining uninsured in 2009.17 
Thus, access to care is likely to remain an issue 
for uninsured patients.
•	 Medicaid	policies	are	largely	determined	by	
states.	Because of the economic downturn, most 
states have faced serious deficits and responded by 
trimming Medicaid spending, including reducing 
provider payments and the scope of benefits.18 In 
many cases, state and local governments have also 
reduced funding for safety-net facilities. While 
some states may be able to provide resources to 
help safety-net providers upgrade their capacity to 
coordinate services, others may not be able to do 
so. For example, states vary widely in the extent 
to which they have developed health information 
exchanges that can be used to share health records 
across providers. 
•	 It	is	challenging	to	design	financial	incentives	
to	coordinate	care	for	the	uninsured.	It is not 
possible to use increased provider payments or 
other financial incentives to promote care coordi-
nation for uninsured patients. Safety-net providers 
often receive grant funding to help support care 
for the uninsured, such as Section 330 community 
health center grants, other state and local grants, or 
Medicaid DSH payments. But these funds are typi-
cally allocated to specific providers and recipients 
may not be able to share these funds with other 
safety-net providers. 
Exhibit 1. Insurance Patterns of Health Center and Public Hospital Patients, 2009–10
Source: 2010 Uniform Data System data; and O. Zaman, L. Cummings, and S. Spieler, America’s Public Hospitals and Health Systems, 2009 
(Washington, D.C.: National Association of Public Hospitals and Health Systems, Dec. 2010).
Health Center Patients Public Hospital Discharges Public Hospital Outpatient Visits
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18.8 million patients 1.9 million discharges 52 million outpatient visits 
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Nonetheless, in many communities, programs 
have been developed to support systems of 
care for the uninsured that extend beyond 
individual providers, whether by pooling some 
of these funds or tapping other resources (e.g., 
reallocating DSH funds or using Medicaid 
Section 1115 waiver funding).19 A prominent 
example is the Healthy San Francisco program, 
which gives uninsured adults access to a set of 
safety-net providers, including FQHCs, public 
clinics, and San Francisco General Hospital.20 
Denver Health has a similar system of care for 
the uninsured. These programs provide access 
to a limited network of safety-net providers for 
certain services; they do not offer benefits as 
comprehensive as Medicaid. Because there is 
some underlying funding that spans providers 
and helps guarantee access to care for their 
members, the programs can develop methods 
of care coordination. The limitations of funding 
for these safety-net systems force them to be 
efficient. 
One-time grants (such as those developed 
under the federal Healthy Community Access 
Program from 2000 to 2006) can provide 
modest levels of funding for local programs to 
coordinate care across providers, but the lack of 
a sustainable funding base can make it difficult 
to sustain the activities.21
•	 There	is	no	federal	statutory	requirement	to	
form	ACOs	in	Medicaid.	Aside from the pediatric 
ACO demonstration project (Section 2706), the 
Affordable Care Act does not mandate the creation 
of	ACOs among Medicaid providers, as it does for 
Medicare providers. CMS has not indicated what 
types of policies, if any, are planned for Medicaid 
ACOs. This may give flexibility to states in pro-
moting ACOs among Medicaid providers, but it 
also creates risks and uncertainty in the absence of 
clear federal guidance. 
One area in which CMS’s policies regarding 
ACOs will clearly affect Medicaid enrollees 
pertains to dual eligibles, since these 
beneficiaries are enrolled in both Medicare and 
Medicaid. Under the proposed rules, Medicare 
ACOs may serve dual eligibles, but the proposal 
does not clearly delineate how state Medicaid 
programs would interact with Medicare ACOs 
or what additional requirements might exist for 
providers serving dual eligibles.
•	 Managed	care	is	already	dominant	in	Medicaid.	
The concept of ACOs was first discussed as an 
alternative to fee-for-service care, but the implica-
tions in the safety net may play out differently, 
because managed care is common in Medicaid. 
This issue is discussed in more depth in the next 
section.	The ACO concept was designed as an 
alternative to fee-for-service care in Medicare; it 
explicitly excludes managed care arrangements. 
But nearly three-quarters (71 percent in 2009) of 
Medicaid enrollees are enrolled in some form of 
managed care and almost half (47 percent) are 
in comprehensive capitated managed care plans, 
although the patterns vary from state to state.22 
Under capitated payments, Medicaid pays the 
health plans are paid a fixed, prospective amount 
for each enrollee, regardless of their actual costs 
of care. The main alternative to capitated managed 
care in Medicaid is primary care case manage-
ment, in which enrollees select or are assigned to 
primary care providers who serve as gatekeepers 
for other medical services. Managed care is com-
mon in Medicaid in large measure because benefi-
ciaries may be required to join managed care on a 
mandatory basis, while participation is voluntary in 
Medicare, and because states view managed care 
as an effective way to limit expenditures. 
Within Medicaid, capitated managed care 
is common for children (60 percent of all 
Medicaid children in 2008) and nonelderly 
adults (44 percent), but less common for the 
disabled (28 percent) or elderly (11 percent).23 
However, about 20 state Medicaid programs, 
including large states such as California, 
Florida, and New York, plan to expand capitated 
managed care for aged or disabled enrollees, so 
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the use of capitated managed care should grow 
in the future.24	
Health care providers may choose to form 
ACOs in order to assume greater leadership 
roles in financial and clinical decision-making, 
rather than being directed by insurance 
plans. But safety-net providers already have 
opportunities to take on leadership roles in 
managed care plans. Many Medicaid managed 
care plans were formed by safety-net providers, 
such as health centers or safety-net hospitals. 
For example, the Association for Community 
Affiliated Plans represents 58 safety-net health 
plans, which together serve about one-quarter of 
all Medicaid managed care enrollees.25 
THE RELATIONSHIP BETWEEN MANAGED 
CARE AND ACOS IN MEDICAID
Given the prominent role of managed care in Medicaid, 
what is the potential for the development of ACOs in 
Medicaid and how would such ACOs interact with 
existing managed care arrangements? Like ACOs, 
capitated managed care plans have a financial incen-
tive to contain costs; if anything, such incentives are 
stronger for capitated managed care plans than for 
ACOs, since managed care plans keep 100 percent of 
all savings (relative to their premium income) and are 
at risk for all expenditures that exceed their premiums. 
In order to encourage efficient behavior, capitated 
plans typically undertake initiatives, such as disease 
management, care coordination, or enhanced medical 
home projects, to improve the quality of care or reduce 
costs.26 Medicare ACOs are required to meet rigorous 
standards for qualification as ACOs and must meet 
quality benchmarks. Currently, Medicaid state agen-
cies are required to establish quality assurance and 
improvement strategies for Medicaid managed care 
plans; they typically require that managed care organi-
zations provide reports about quality of care, such as 
HEDIS data about clinical performance and surveys 
concerning enrollee satisfaction, and use External 
Quality Review Organizations to monitor quality. 
States may require that plans meet certain standards 
and use their performance in determining whether 
plans may participate and may offer incentives to plans 
with better performance. Some states establish more 
rigorous benchmarks or performance incentives for 
Medicaid managed care plans and managed care plans 
often establish more rigorous standards or performance 
incentives for their participating providers. Given this, 
it is not clear what unique advantages ACOs would 
offer to Medicaid programs, compared with what capi-
tated managed care programs already offer. 
Apart from capitated plans, other forms of 
managed care play a role in coordinating care for 
Medicaid beneficiaries. Under primary care case 
management (PCCM), primary care providers bear 
responsibility for oversight of patients’ total care and 
authorization of specialized care; providers are paid on 
a fee-for-service basis but also earn a fee (e.g., $3 per 
member per month) for such services. The qualifica-
tions for provider participation in PCCM vary from 
state to state. Some programs, such as Community 
Care of North Carolina, are quite sophisticated and use 
regionally based networks to provide case management 
for high-cost, high-risk patients. They also work with 
local providers to reduce utilization, such as through 
initiatives aimed at mental health integration or care 
for chronic obstructive pulmonary disease. 
Because of the extensive use of capitated man-
aged care in Medicaid, the potential for development of 
Medicaid ACOs appears to be limited.27 As illustrated 
in Exhibit 2, ACOs could function independently of 
managed care organizations—perhaps in areas domi-
nated by Medicaid fee-for-service or PCCM models. 
Yet these areas, often rural, may not be well suited for 
ACOs because of the lack of concentration of health 
care providers. 
More likely, ACOs organizations could func-
tion within capitated managed care plans as another 
type of provider. ACO integrated delivery networks 
could serve as subcontractors to Medicaid managed 
care organizations, paid through shared savings, 
performance-based payments, or subcapitation pay-
ments (i.e., the managed care plan makes a capitated 
payment to the delivery system for certain elements of 
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care). This differs from the vision for Medicare ACOs, 
which would replace fee-for-service care. In fact, inte-
grated delivery systems have been used as subcontrac-
tors to Medicaid managed care plans for many years. 
These integrated delivery systems could have the same 
range of clinical and financial integration as ACOs, 
albeit under different organizational and regulatory 
structures. 
Since managed care can be mandatory in 
Medicaid, patients could be assigned on a prospective 
basis and “locked in” to a Medicaid ACO, as compared 
with the voluntary and retrospective assignment to 
Medicare ACOs proposed in the April 2011 regula-
tions. It is common for Medicaid beneficiaries to select 
or be assigned to a managed care plan or primary care 
provider on a mandatory basis, although there is typi-
cally a period during which they may request to be 
reassigned to a different plan or provider, if they are 
not happy with the initial arrangement.
Because of the lack of clear federal guidelines, 
ACOs might be envisioned differently by different 
state Medicaid agencies. For example, New Jersey has 
been considering legislation to develop a Medicaid 
ACO demonstration project in which communities 
could form ACOs that include hospitals, primary care 
providers, and other organizations that would be paid 
through a shared-savings approach. The state would 
permit Medicaid managed care organizations to partici-
pate in these ACOs as subcontractors, paid on a shared-
savings basis.28 This model would blend the two mod-
els shown in Exhibit 2. 
In contrast, Colorado has developed an 
Accountable Care Collaborative model, which it 
describes as an ACO, but the approach resembles an 
enhanced medical home model in which regional col-
laboratives provide case management and coordination 
services and a statewide organization provides analytic 
support.29 This bears many similarities to the Community 
Care of North Carolina medical home model.
Special issues may arise for ACOs or other 
networks of safety-net providers because of these pro-
viders’ status. For example, under federal rules, Section 
330–funded health centers must be independent and 
governed by a community-based board of directors. 
Similarly, other safety-net providers may be governed 
by special rules if they are publicly owned or were 
established under legal covenants. These may prohibit 
a safety-net provider from simply being “acquired” 
by another provider or an ACO. Regardless, safety-
net providers should be able to form collaborations 
that permit greater financial and clinical integration.30 
Many safety-net facilities, including health centers and 
safety-net hospitals, have been able to form Medicaid 
managed care plans and some—such as Colorado’s 
Exhibit 2. Different Congurations of Relations of Managed Care Organizations and
Accountable Care Organizations in Medicaid
ACO Separate from Managed Care ACO as Managed Care Subcontractor
Notes: MCO = managed care organization; ACO = accountable care organization; FFS = fee-for-service.
 
Medicaid 
MCOs 
Providers 
ACOs FFS 
Providers 
Medicaid 
MCOs 
ACOs Providers 
FFS 
Providers 
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•	 Is there a process to improve care management 
and coordination for patients, particularly those 
with chronic diseases, across primary, specialty, 
and inpatient care? Is there a primary care medical 
home that can serve as the main source of care for 
each patient? Are there care coordinators who can 
help patients with particularly complex, high-cost 
health conditions?
•	 Are there enhanced capabilities to monitor patients’ 
care, both individually and on an aggregated basis, 
and to share information about patients across care 
levels? These capabilities often require the use of 
electronic health records, patient registries, and 
information exchanges.
•	 Are there financial incentives to encourage better 
coordinated and more efficient care, coupled with 
efforts to measure and improve the quality of care?
•	 Are there systems to help promote access to insur-
ance coverage and care? Do the safety-net provid-
ers have capabilities to ensure their patients enroll 
in and retain coverage and to address other social 
and health needs that may create care barriers to 
accessing care?
No single approach can address the diverse 
needs for coordination of safety-net providers in 
communities and states across the nation. The mix 
of approaches used will likely vary in each commu-
nity. Federal and state efforts to create incentives to 
use electronic health records and develop informa-
tion exchanges are already helping to build a health 
information technology infrastructure that can support 
improved care coordination, although these efforts are 
still in the preliminary stages. 
While there appears to be broad support for 
expanding enhanced primary care medical/health home 
approaches among safety-net providers, the prospects 
for safety-net ACOs are less clear. Some of the difficul-
ties, based on reactions to the Medicare ACO proposed 
regulations, include: 1) the high initial costs of imple-
mentation; 2) the exclusion of FQHCs and rural health 
Denver Health, Wisconsin’s Marshfield Clinic/Family 
Health Center of Marshfield, and New York’s Lutheran 
Medical Center/Lutheran Family Health Centers—
have been able to develop integrated delivery systems. 
Many more are allied under other Medicaid managed 
care plans. 
Finally, it is worth noting that the status of a 
particular provider or ACO may vary across insurers. 
For example, a hospital or clinic may be part of an 
ACO in Medicare, but be part of a managed care plan 
or a fee-for-service provider in Medicaid. This could be 
particularly relevant with regard to dual eligibles, who 
are enrolled in both Medicare and Medicaid. The finan-
cial arrangements for care of these beneficiaries could 
thus become more complex in the future. 
OTHER FORMS OF INTEGRATION AND 
COORDINATION
While there may be some challenges in creating ACOs 
in Medicaid, medical/health home arrangements 
are clearly applicable. As noted before, most states 
already have some type of medical home project and 
the Affordable Care Act health home provisions are 
likely to encourage states to expand these programs. 
PCCM programs, a rudimentary form of medical home 
effort, are also already common in Medicaid, particu-
larly in rural areas. In many cases, Medicaid medical/
health home projects are undertaken within capitated 
Medicaid managed care plans. Medical/health home 
projects seek to upgrade the quality of primary care 
and enhance the coordination of care, although they 
are mainly directed at primary care providers who will 
coordinate care with specialists and hospitals. 
CONCLUSION 
The Affordable Care Act provides new approaches and 
heightened awareness of the need to coordinate care, 
including care provided to low-income and vulnerable 
patients by safety-net providers. 
Regardless of the approach to coordinating and 
integrating care among safety-net providers—managed 
care, ACOs, or medical homes—it is important to con-
sider the extent to which certain functions are attained:
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clinics as assigned primary care providers; and 3) the 
lack of a mechanism to support improvements in the 
quality of care for the uninsured. A federal ACO dem-
onstration project tailored to the needs of safety-net 
providers, or the funding of a coordinated care network 
as authorized by Section 10333 of the Affordable Care 
Act, could address some of these concerns.
Successful efforts to improve care coordination 
among safety-net providers will require federal, state, 
and local financial resources to sustain the safety net 
and make the investments needed to upgrade capabili-
ties. In addition, they will require flexible strategies 
that can accommodate variations in community and 
state needs, as well as consensus among safety-net 
providers to encourage cooperation and coordination, 
rather than fragmentation and competition. 
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